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DRUGS FOR PRIVATE PATIENTS 


MEMORANDUM TO MINISTRY 


As reported in last week’s Supplement (February 8, 
p. 52), the Council of the Association agreed that the 
comments of the Private Practice Committee on a 
memorandum from the Ministry of Health on drugs 
for private patients through the N.H.S. should be sub- 
mitted to the Ministry immediately as a basis for further 
discussions. The Private Practice Committee’s com- 
ments had been revised following a meeting of a sub- 
committee appointed jointly with the General Medical 
Services Committee. Printed below are the Com- 
mittee’s comments and the Ministry’s memorandum to 
which they refer. 


PRIVATE PRACTICE COMMITTEE’S MEMORANDUM 
Estimate of Anticipated Expenditure 


The Ministry states that a scheme for the provision of 
drugs for private patients would need to be accompanied 
by an estimate of the anticipated expenditure. Because 
there is obviously some inflation in the N.H.S, lists, no use- 
ful purpose would be served by basing an estimate on 
current figures of the number of people on the lists of N.H.S. 
practitioners. Starting in 1951, however, a concentrated 
effort was made to get rid of inflation in lists, and in the 
years immediately following, when this purge became effec- 
tive, the number on the N.HL.S, lists was shown to be 
approximately 97%. It seems most unlikely that there has 
been any material change since that date. In fact, any 
change is likely to have been a reduction in the number of 
private patients with a corresponding increase in the number 
of N.H.S. patients. Taking the above figures, and relating 
this to the drug bill for 1955-6 (the latest figures available) 
it is estimated that the cost of providing drugs for private 
patients would not be more than £14 million. 

There are definite reasons for assuming that, in fact, the 
actual cost will be less than the above estimate. Private 
patients will be provided with free drugs, but the cost will 
be partly offset by the statutory charge made for each item 
prescribed. In addition, it may be that there will be some 
increase in the number of private patients, but this change 
would not give rise to any increase in the drug bill, because 
such patients would merely be given a prescription by a 
private practitioner instead of by an N.H.S. doctor. Actually, 
any change over to private practice would tend to reduce 
the drug bill. Patients will then have to pay the doctor for 
each item of service, and this will discourage them from 
visiting the doctor unless it is really necessary. 


To sum up, it is believed that the cost will not be more 
than the estimate given above, and, in fact, it may well be 
less. 


Definition of Patients and Doctors Entitled to Participate 


The Ministry assumed that all private patients would be 
entitled to receive drugs under the scheme from a private 
practitioner, and with this assumption the Committee agrees. 
The Ministry, however, went further and suggested (a) that 
it would not be practicable or desirable for a private patient 
to receive drugs under the scheme while on the list of 
another doctor, or for private patients to be uble to receive 
drugs under the scheme from more than one private prac- 
titioner concurrently and (b) that it would be necessary to 
identify and keep a running record of the private patients 
entitled to have drugs prescribed at the public expense. 

Dealing with (a) first, the Committee agrees that such behaviour 
by patients is undesirable. There is, however, no evidence to 
suggest that private patients are less loyal to their family doctor 
than N.H.S. patients. The Ministry is well aware that it has 
proved impossible at all times, even within the comparatively rigid 
framework of the N.H.S. regulations, to prevent a person receiv- 
ing treatment from more than one doctor concurrently. It is 
probable that many private patients are at present on the N.HLS. 
list of another doctor. To provide free drugs for private patients 
would discourage rather than encourage this undesirable feature 
of medical practice. There is, however, no evidence that the 
actual treatment of one patient by two doctors concurrently is at 
all widespread at present, or that it would increase in the event 
of drugs being made available to private patients. What does 
occasionally happen is that when a patient is not satisfied with the 
treatment given by one doctor he visits another privately instead 
of returning to the first doctor. In other words, he changes over 
to another doctor in the course of treatment, but is not treated 
by two doctors concurrently. Often the visit to the second doctor 
is merely for a second opinion and no question of prescribing 
arises. 

With regard to the identification of private patients, which is 
implied under (b) above, the Committee considers that a list of 
private patients would serve no useful purpose, as it would be 
bound to suffer from inflation to a much greater extent than the 
lists of N.H.S. patients. No private practitioner can ever pro- 
vide a complete list of his patients; such lists just do not exist 
and private practitioners can never know how many patients they 
have at risk. The only information they have available is on the 
patients who have actually received treatment—some of whom 
may never be seen by the doctor again. It would appear to be 
much better for the Ministry not to set up complicated machin- 
ery, for cross-checking N.H.S. and private practitioners’ lists, 
which could not achieve any useful purpose and which would 
only waste a considerable sum of money and labour. 

The Ministry also assumed, and the Committee agrees, 
that any medical practitioner engaged in general practice 
would be entitled to prescribe or dispense under the scheme 


for his own patients, and that doctors not engaged in general 
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practice would not be entitled to participate. Arising from 
this, the Ministry suggested that some machinery would be 
needed to check the identity of doctors applying to take 
part. Once those to whom the scheme would apply have 
been defined it should only be necessary for doctors who 
wish to participate to be invited to send their names to the 
executive council, as already suggested by the Ministry of 
Health. If the executive council has any doubt whether 
particular doctors are eligible to participate, such cases 
could be referred for decision by the local medical com- 
mittee. There should be no question of any signed contract 
between the private practitioner and the executive council. 
No objection would be raised to the use of a different 
coloured form E.C.10 by private practitioners. if this would 
assist in identifying prescriptions issued by private practi- 
tioners or would assist in estimating the cost of the scheme 
from year to year. 


Measures to Prevent Abuse 


It appears that the abuses the Ministry of Health would 
wish to prevent are excessive prescribing and the prescribing 
of items which are not drugs or prescribable appliances. 
When a questionary was sent to private practitioners by the 
Private Practice Committee, of those who said they would 
welcome means of prescribing on E.C.10, over 96°. said they 
would submit “to any reasonable safeguards” negotiated 
between the Association and the Ministry of Health. It 
would seem that the position would be adequately covered 
if practitioners notifying an executive council of their wish 
to participate in the scheme would, at the same time, 
(a) give a definite undertaking that they will abide by the 
prescribing regulations of the N.H.S., and (b) agree that a 
monetary penalty imposed for laxity in prescribing is a debt 
recoverable at law. Because of the lack of information on 
the number of private patients at risk, the present procedure 
for investigating alleged excessive prescribing may not be 
entirely appropriate in the case of private practice, but the 
Committee has no wish to avoid any critical procedure to 
be agreed between the Association and the Ministry which 
would enable an effective investigation to be made. It could 
also be made clear to the practitioner at the time that, in 
addition to monetary penalties, the Ministry could deny. 
either temporarily or permanently, the practitioner's right to 
prescribe on E.C.10 for his private patients. 


Withholding of Money and Withdrawing Right to Prescribe 


No objection is raised to private practitioners being asked 
for a deposit from which money could be withheld in the 
event of abuse or over-prescribing. It would, however, be 
essential to give the practitioner a right of appeal against 
any decision of an executive council either to inflict a 
monetary penalty or to withdraw the right to prescribe. The 
Committee would agree that if a financial penalty is imposed 
and this is taken out of the deposit, then the practitioner 
must make up the deposit to the agreed amount if he wishes 
to continue to prescribe N.H.S. drugs for his private patients. 
Failure to make up the deposit, or to pay any fine which 
amounts to more than the initial deposit, would automati- 
cally mean that his right to prescribe drugs through the 
N.H.S. would be withdrawn. If a deposit is paid there does 
not seem to be any need for a written “ contract * between 
the practitioner and the executive council 


Status of Patient—Complaints 


The Ministry envisages that it would be necessary for the 
patient to have a right of complaint against the private 
practitioner in relation to prescribing, and against the 
chemist or dispensing doctor in relation to dispensing. 
Private patients already have rights under common law in 
regard to both these points. These common law rights have 
been adequate for so long that there seems to be no 
necessity to alter the position now. Certainly there is no 


evidence that private patients need or require additional 
It is implicit in the whole concept of 


means of complaint. 
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private practice that the patient retains his right to choose 
his own doctor and is free at any time to transfer to another 
doctor. The patient has therefore a very potent weapon 
in his hands if he considers that he has any complaint about 
prescribing (or for that matter about dispensing when this 
is undertaken by the doctor). 

No additional machinery would be necessary to give private 
patients a means of complaint against a chemist in respect of 
dispensing, if such means are thought necessary. The present 
procedure, covering the dispensing of items prescribed by an 
N.HLS. practitioner, could be extended to include items dispensed 
on an E.C.10 issued by a private practitioner. 


Remuneration of General Practitioners 


It is believed that the provision of free drugs for private 
patients would not be followed by any appreciable increase 
in private practice. If there were any increase in the in- 
come from private practice (at present estimated at 
£2,000.000) it is unlikely to be sufficient to justify any 
material alteration in the remuneration received by general 
practitioners from the N.H.S. sources. If this estimate of 
likely trends is correct there should be no question of making 
any major change in the computation of the Central Pool. 


Discrimination 


No problem of discrimination, or of improper pressure 
on N.H.S. patients to become private patients, can arise in 
the case of a practice which is solely private, so that safe- 
guards are unnecessary. The N.H.S. practitioner, on the 
other hand, is already covered by N.H.S. regulations which 
provide machinery giving sufficient powers to deal with any 
cases which may occur. Of course, the patient has a very 
simple remedy in his own hands, as he can always transfer 
to the list of another doctor. 


Administrative Arrangements 

It is agreed that arrangements should be made to identify 
and keep a running record of those doctors entitled to pre- 
scribe or dispense drugs for private patients. Such arrange- 
ments have already been discussed in section 2. It is not 
agreed, for the reasons stated in section 2, that it would 
be necessary to identify or keep a running record of the 
private patients entitled to have such drugs prescribed at the 
public expense. 


MEMORANDUM BY MINISTRY OF HEALTH 


Any legislation placed before Parliament proposing a 
scheme for the provision of drugs would need to be accom- 
panied by an estimate of the anticipated expenditure. Sub- 
sequently estimates would need to be submitted, and the 
expenditure accounted for, annually to Parliament ; and the 
Public Accounts Committee would be entitled to satisfy 
itself both that the expenditure incurred was in accordance 
with the provisions of the statute and that measures have 
been taken to prevent abuse. 

Any legislation would need to define the patients and 
doctors entitled to participate in the scheme. Decisions 
would be needed on the following points: 

(a) Patients. All private patients should presumably be entitled 
to receive drugs under this scheme from their selected private 
doctor, because of the need to safeguard public funds and to 
prevent abuse it would not seem practicable (and in any event it is 
perhaps not desirable) to provide for National Health Service 
patients of one doctor to receive drugs under the scheme as private 
patients of another doctor, or to provide for private patients to 
receive drugs under the scheme from more than one private 
doctor concurrently. 

(b) Doctors. Any medical practitioner engaged in general prac- 
tice should presumably be entitled to prescribe or dispense drugs 
under the scheme for his own patients. Presumably doctors who 
are not engaged in general practice should not be entitled to 
participate. and some machinery would be needed to check the 
identity of doctors applying to take part. 

Once the principles governing entitlement have been 
established, decisions would be required as to the measures 


Fes. 15, 1958 


needed to identify and record patients and doctors who 
decided to participate. Various alternatives appear practic- 
able. Patients could be invited to register with the doctors 
of their choice, or doctors could be asked to submit lists of 
the patients for whom they proposed to prescribe under the 
scheme. These lists could be checked against the records of 
National Health Service patients in the executive councii 
offices to eliminate duplicate registration both as a National 
Health Service and a private patient. The executive council 
would need to keep track of changes of doctor, and safe- 
guards would be needed against the inflation of lists. 

(Safeguards against inflation would have an important 
bearing on the calculation of the Central Pool, see paragraph 
on remuneration of general practitioners below.) 

Doctors who wished to participate could be invited to 
send in their names to the executive council. Some arrange- 
ment might be necessary to ensure that those doing so were 
in fact engaged in general practice. The executive councils 
would require to take note of the movement of doctors from 
one area to another. 

Prescriptions issued to private patients would need to be 
distinguished, perhaps by a different-coloured form, from 
National Health Service prescriptions. 


Measures to Prevent Abuse 

Assuming that it is desired that private patients should be 
entitled to the same range of drugs and prescribed appliances 
as are National Health Service patients, arrangements would 
seem to be necessary for: 

(a) ensuring that the substances prescribed or dispensed under 
the scheme are in fact drugs or prescribed appliances ; 

(5) ensuring that the cost of prescribing for private patients is 
not excessive. 

The relevant procedures applicable under the Health 
Service are: 

(a) In order to ensure that substances other than drugs or 
prescribed appliances are not prescribed under the National Health 
Service the terms of service of a practitioner giving general 
medical services incorporate regulations which provide that if he 
prescribes a preparation which is not a drug (e.g.. a food or 
a toilet preparation) the cost may be withheld from his remunera- 
tion. The regulations provide a procedure for determining 
whether a preparation was prescribed as a drug in an individual 
case, and the matter is decided in the first place by the local 
medical committee, but there are rights of appeal from the 
committee’s decision to independent referees nominated by the 
Minister. 

(6) With regard to excessive prescribing by a doctor under 
the National Health Service a general practitioner accepts terms 
of service which incorporate regulations under which his prescrib- 
ing can be referred formally to the local medical committee. if, 
prima facie, it appears to the Minister to be more expensive than 
was reasonably necessary for proper treatment. The doctor has 
a right to a hearing; the committee must determine whether there 
was excess cost and if so the approximate amount. There is a 
right of appeal to independent referees from the committee's 
decision. If prescribing at excessive cost is established money 
may be withheld from the doctor's remuneration, subject to the 
doctor’s right to make representations on the amount proposed 
to be held. In practice a case is not so referred unless the 
average cost of the practitioner's prescribing substantially exceeds 
the average for all National Health Service doctors in the area, 
and the doctor, at an earlier stage, has had the cost of his 
prescribing brought to his notice by a regional medical officer. 
Formal references are usually on the basis of the prescribing for 
one month. 


Withholding Money and Withdrawing Right to Prescribe 


Arrangements of the kind set out above imply that some 
kind of contract or agreement would have to be entered 
into between the doctor and the executive council. Such an 
agreement could provide for a deposit from the doctor which 
would be held by the executive council! and from which 
money could be withheld in the event of the doctor prescrib- 
ing extravagantly. To cover the extreme case, it would seem 
necessary also to provide for the right to prescribe being 
withdrawn. Withdrawal of the right to prescribe would of 
course affect the patient as well as the doctor. It would be 
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for consideration whether the doctor should have a right 
of appeal against a decision to withhold money or a decision 
to withdraw his authority to prescribe for private patients 
at public expense. 


Status of Patient—Complaints 


It would seem necessary that the patient should have a 
right of complaint against the doctor (as under the general 
medical services) in relation to prescribing and against the 
chemist (or dispensing doctor) in relation to dispensing. 


Remuneration of General Practitioners 


Assuming that the present system of a Central Pool 
remains unchanged following consideration of the report of 
the Royal Commission, the following questions would 
require consideration. Any marked increase in the number 
of private patients would call for a review of the allowance 
made for receipts from private practice in calculating the 
amount of the Pool. If the number of National Health 
Service patients showed a substantial reduction, if would be 
for consideration whether the Central Pool should be based, 
not on the number of doctors taking part in the Service, but 
on the number of National Health Service patients for 
whose treatment they are responsible. 


Discrimination 


The scheme would be brought into disrepute if there were 
justified complaints of discrimination between the treatment 
of National Health Service patients and private patients, or 
improper pressure on National Health Service patients to 
become private patients, and the Department would wish to 
discuss further what safeguards might be introduced to deal 
with this. 

Administrative Arrangements 


In order to meet the requirements set out earlier in this 
paper it would seem inescapable that arrangements should 
be made: 

(a) To identify and keep a running record of the private 
patients entitled to have drugs prescribed at the public expense. 

(b) Similarly to identify and keep a running record of the 
doctors, whether National Health Service or private doctors, 
entitled to prescribe or dispense drugs for these patients. 


CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 


A meeting of the Central Consultants and Specialists Com- 
mittee was held at B.M.A. House on February 6, Mr. 
T. Hotmes SeELLORS was in the chair. 


Report of Executive 
Evidence to Royal Commission 

The CHviRMAN, in presenting the report of the Executive, 
stated that, in accordance with the instructions of the Com- 
mittee, a supplementary memorandum of evidence for the 
Royal Commission had been prepared and would be pre- 
sented to the Evidence Steering Committee on March §. 
The Committee considered the supplementary memorandum, 
which was amended in accordance with certain suggestions, 
and approved. 

The CHAIRMA™ reported that the Executive also received 
draft statements from the S.H.M.O.s and Hospital Junior 
Staffs Groups. A number of points arising from those 
documents were discussed with representatives of the 
Groups concerned, and they undertook to reconsider and 
redraft their statements accordingly. 


Pay-bed Regulations: Anaethetists’ Fees 


The CHAIRMAN reported that the Executive had discussed 
the question of maximum fees chargeable by anaesthetists 
to hospital private patients, and that Dr. G. ORGANE and Dr. 
J. Bearb, representatives of the Anaesthetists Group Com- 
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mittee, were present at the meeting. The Anaesthetists 
Group Committee supported the Association of Anaes- 
thetists in Great Britain and Ireland, whose memorandum 
gave rise to the meeting, in a request that the schedules 
attached to the Pay-bed Regulations should be revised. In 
the view of those bodies, the work of an anaesthetist having 
become much more complicated and responsible in recent 
years, the basic fee should be 2 guineas plus 20%, of the 
surgeon's fee (subject to a minimum total), as against 
2 guineas plus 10% of the surgeon’s fee at present, and 
there should be provision for an additional fee where the 
technique required involved greater responsibility and ex- 
perience. Such fees would include the ordinary pre- 
Operative visit and post-operative treatment, subject to a 
provision that, where such treatment was prolonged, the 
anaesthetist would be entitled to a further fee in common 
with other consultants in similar circumstances. The 
representatives of the Group Committee also expressed the 
view that where an anaesthetist performed an operative 
procedure he should receive the same fee as a consultant in 
any other specialty performing the same procedure. 

The Committee agreed that the above views, together 
with the memorandum from the Association of Anaes- 
thetists, be passed to the Joint Consultants Committee with 
a request that they be taken into consideration when revision 
of the schedules to the Pay-bed Regulations was under 
discussion. 


Termination of Senior Registrars’ Appointments 


The CHAIRMAN said that the Executive gave lengthy con 
sideration to two comments of the Hospital Junior Staffs 
Group Council regarding the termination of the appoint- 
ments of senior registrars. The first was that six months’ 
notice should be given rather than the normal three months, 
and the second that where it was likely that the appointment 
of a senior registrar would not be renewed up to the initial 
four years the termination of the appointment should be 
before the completion of two years, by which time a doctor 
was virtually committed to his specialty. 

It was felt by the Executive that the first proposal was not 
practical, and so far as the second was concerned the 
Executive agreed that if a senior registrar had not after 
two years established himself as likely to achieve consultant 
status his appointment should be terminated at that stage. 
However, that should not exclude further appointment, but 
termination of the appointment after the second (or at the 
latest the third) vear on the ground of unsuitability should 
be exceptional. It was suggested that in any case, whether 
or not a senior registrar was likely to be continued in his 
appointment, the annual review should take place in time 
to allow three months’ notice of termination of the appoint- 
ment to be given if necessary. 

Professor P. C. P. CLoaKE said he would like to see the 
words “or at the latest the third” deleted. In his view 
the two years rule was very good both for the senior 
registrar himself and for the Service. Dr. J. D. Procter 
said he assumed that the suggestion did not conflict with the 
view that it was the duty of those appointing senior regis- 
trars to make the decision before appointing them. Mr. R. 
BreEARLEY endorsed Dr. Procter’s comment. He attached 
much more importance to the second comment of the Group 
Council than to the first, but so far as the first was con- 
cerned, he pointed out that the wording was that six months’ 
notice “should” be given. Professor G. I. STRACHAN sup- 
ported the suggested deletion of the words “ or at the latest 
the third” because it would otherwise mean the almost 
automatic prolongation of the agony. (Agreed.) 

4 recommendation that the second comment of the Hos- 
pital Junior Staffs Group Council be passed to the Joint 
Consultants Committee was agreed. 


Assessment of Hours of Duty 


The CHAIRMAN reported that no decision had been taken 
on the question of forms issued by the Newcastle Regional 
Hospital Board to consultants requiring details of their 
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hours of duty. He said that information was to hand that 
it was not only the Newcastle region in which something 
similar had been done. It was necessary carefully to con- 
sider how far the employing regional board was entitled to 
ask a consultant for the number of hours he put in for the 
periodical assessment of his contract, because it must be 
agreed that the board was entitled to inquire whether a man 
was continuing to do the same service that he originally 
contracted for. How far the board was entitled to go into 
the actual hours he “clocked in” at any hospital was a 
matter for discussion. 

Mr. R. J. RUTHERFORD said that for the last three years 
consultants in the Newcastle region had been asked to fill 
in the percentage of time they gave to each hospital, and 
were then requested to return the actual hours spent at each 
hospital together with the hours of travel. That meant that 
a check was kept and a return made to the regional board 
showing the actual hours consultants spent at hospitals. 
The Newcastle consultants had resisted it. and correspon- 
dence had gone backwards and forwards between the 
regional committee and the senior administrative medical 
officer until an impasse had been reached. His committee 
felt that the problem was of a basic nature and involved 
a principle that might well be applied to the whole country 
if steps were not taken. 

The CHAIRMAN said it would appear from information 
collected that out of 13 regions one made inquiries simi- 
lar to those made by Newcastle, 10 regions made inquiries 
from time to time, and two regions made no inquiries at all. 
Mr. RUTHERFORD added that it would meet the case if con- 
sultants gave an average weekly time-table of the sessions 
carried out. Dr. T. RowLAND Hitt said that the Ministry 
of Health originally used the phrase that for professional 
work at consultant level it was inappropriate to measure 
individual hours of work, and the Ministry supported the 
consultants in a protest against such small-minded bureau- 
cracy. There was no point at-all in lumbering up regional 
board offices with information on how each consultant pre- 
cisely spent his time. He suggested that the matter should 
be taken up at the tentre at once and that the Ministry of 
Health should be asked to communicate with the Newcastle 
Regional Board without delay. 

Dr. J. L. Botpero said it was not as simple as that, 
because it was not so long ago that the Joint Consultants 
Committee agreed that certain facts should be given to 
regional boards for purposes of costing. The most dis- 
turbing feature in a letter from the S.A.M.O. of the New- 
castle Regional Hospital Board to the honorary secretary 
of the Newcastle committee, which was before the Com- 
mittee, was that the inquiries were not for costing purposes. 
Professor CLOAKE said that the Ministry's attitude on the 
matter of regional board autonomy was known, and he 
suggested that the Committee ought to advise the regional 
committee to recommend to consultants in the Newcastle 
region that the form should not be returned, and then 
inform the S.A.M.O. of the region. Mr. I. MATHESON sug- 
gested that the information requested was often collected 
as little boys collect stamps, and nothing in fact was done 
with it. He agreed that it should be resisted, but, at the 
same time, wondered whether such information was being 
used with malevolent intention. 

The Committee finally agreed that the matter should be 
referred to the Joint Consultants Committee with a view to 
it being raised with the Ministry, and that consultants in the 
Newcastle region should be advised not to return the form. 


Liaison Between Committees 


The CHAIRMAN reported that in view of the explanation 
given by the CHAIRMAN oF CounciL, Dr. S. Wand, to the 
Central Consultants and Specialists Committee at its last 
meeting (Supplement, December 21, 1957, p. 206), the Execu- 
tive was of the opinion that the Committee should raise no 
objection to the procedure set out in the resolution of the 
A.R.M.—-namely, that By-law 80 be amended to provide that 
every committee shall, “in respect of any matter before it 
which is of special interest to another committee of the 
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Association, consult that other committee. In the event of 
disagreement no action shall be taken without reference to 
the Council.” 


Chairman’s Report on Work of Joint Consultants 
Committee 
Hospital Staffing 

Following the report given to the Committee at its previ- 
ous meeting (Supplement, December 21, 1957, p. 206) on 
the progress of discussions between the Committee and the 
Ministry on the subject of hospital medical staffing, the 
representatives of the Joint Consultants Committee had held 
a further meeting with the Ministry. As a result the 
Ministry had promised to give further consideration to 
the Joint Consultants Committee’s suggestion that hospital 
boards should be asked to review their consultant estab- 
lishments before introducing any change in the structure 
of hospital staffing. The Joint Consultants Committee had 
again urged that pending the outcome of such a survey—if 
agreed by the Ministry--time-expired senior registrars 
should be given some security and extension of their salary 
scale. 

Child Guidance 

The CHAIRMAN recalled that in August, 1957, the Associa- 
tion was invited to comment upon draft circulars to hospital, 
local health, and local education authorities upon the 
development of a comprehensive child guidance service. 
prepared by the Ministries of Health and Education in the 
light of the report of the Committee on Maladjusted 
Children. The proposals contained in the draft circulars 
had been criticized by the Psychological Medicine Group 
Committee and by the Royal Medico-psychological Asso- 
ciation. The Central Consultants and Specialists Committee 
and the Liaison Committee of the Central Consultants and 
Specialists, General Medical Services, and Public Health 
Committees had discussed the matter with representatives 
of the Group Committee, and as a result certain comments 
were submitted to the Committee together with the sugges- 
tion that the Ministries of Health and Education should be 
urged to reconsider their proposals and in particular: “ (i) to 
give a more positive lead to the problems of diagnosis and 
treatment of children in a setting where psychiatrists may 
have more opportunity of functioning at their maximum 
medical efficiency ; (ii) to examine more closely the defects 
of the joint clinic system and to study schemes for different 
kinds already in existence (Newcastle, Cambridge, etc.), 
where there have been fruitful contributions by various 
authorities, to see if they could become part of their policy, 
and (iii) to encourage still further pilot experiments to make 
greater use of the N.HLS. facilities.” 

Mr. T. H. Docxrete said that, while he did not wish 
to suggest that it was a good thing to have more and closer 
liaison between psychiatrists and education authorities, he 
had never come across any actual evidence that there was 
conflict between them. Mr. A. N. GUTHKELCH, on the 
other hand. suggested that conflict was fairly common. Dr. 
J. B. S. MorGaN said if there was any conflict it was due to 
personal relations. He suggested further that if the general 
practitioner played a more dominant role, many of the cases 
would not reach the child psychiatrist. Dr. J. VALENTINE 
said that, at a meeting of the Psychological Medicine Group. 
two child psychiatrists, representative of Scotland and 
England, emphasized that the majority of the problems 
which now came before child guidance clinics were definitely 
of a medical nature; but, despite that fact, the set-up in 
some of the clinics was such that the educational psycho- 
logist was the person expected by the educational authority 
to take decisions, and because of that difficulty tensions 
arose which were difficult to resolve. 

Dr. S. WAND (Chairman of Council) said that his anxiety 
was to be able to present a document to the Central Health 
Services Council which represented medical opinion over 
the whole field, and he hoped that reference would be 
made to the difference of approach between the educational 
authority and the medical profession. Dr. T. ROWLAND 


HILL said that the only satisfactory remedy was for the 
trained child psychiatrist to be the senior person in charge 
of the child guidance clinic, It would be better if child 
guidance clinics were part of the National Health Service. 

Dr. MorGan said that some children needed child 
guidance because of things which had gone wrong at school, 
and very often the educational psychologist could deal with 
them adequately. Sometimes things went wrong in the 
home, and that was where the general practitioner could 
often deal with them ; but sometimes things went wrong to 
such an extent that neither the educational psychologist 
nor the general practitioner could deal with them, and then 
they should be referred to the child psychiatrist. “ We have 
to ensure that the child psychiatrist is the director of the 
child guidance service,” he concluded, “and he must have 
absolute clinical freedom.” 

On the motion of Dr. RowLanp Hitt the comments 
of the Psychological Medicine Group Committee were 
accepted and approved. 


Future of Venereology 

The CHAIRMAN reported that the Joint Consultants Com- 
mittee had sought the views of the Standing Joint 
Cammittee of the three Royal Colleges on the question of 
making combined appointments in venereology and derma- 
tology (the practice of some regional hospital boards), and 
the latter had reported (1) that the specialties of derma- 
tology and venereology should remain quite separate, and 
(2), while recognizing the importance of the specialty of 
venereology, there should be, in areas where there was little 
venereal disease, a limited number of vengreological con- 
sultants who could train part-time assistants—who might 
be general practitioners. Where required, special clinics 
should be established, the major part of the routine work 
of which could quite properly be carried on by such 
general practitioners under the supervision of a consultant 
in venereology. 


Board-and-Lodging Charges 

The CHAIRMAN reported that, following discussions in 
Whitley B Committee, there was a likelihood of an early 
agreement on the question of an abatement of the standard 
charge in the case of consultants and S.H.M.O.s where a 
hospital board was satisfied that the standard charge was 
excessive, having regard to the quality of the services 
provided. 


Anrual Leave Entitlement 
It was pointed out that at the present time a member of 
a hospital medical staff was entitled to six weeks’ leave when 
his salary reached £1,050 per annum. That meant that with 
the 10°. interim adjustment granted to junior staffs in April. 
1957, a registrar would now have six weeks’ holiday in his 
second year. The Staff Side had agreed with the Manage- 
ment Side that in principle leave should be tied to grade and 
that adjustments in salary due to changes in the value of 
money ought not of themselves to alter the leave entitle- 
ment. To effect that the financial barrier would therefore 
be raised by 10°, bringing it to £1,155. 


Consultant, General Practitioner, and Public Health 
Liaison Committee 
Welfare of Sick Children in Hospital 

The Committee endorsed a memorandum written by Dr. 
BeryL CORNER at the request of the Committee for submis- 
sion to the Committee of the Central Health Services Council 
studying arrangements made in hospitals for the welfare of 
sick children. 

The Committee expressed appreciation to Dr. Corner for 
the quality of the memorandum, and accorded her a special 
vote of thanks. 


Medical Staffing Subcommittee 


Professor STRACHAN presented a draft note on hospital 
medical staffing which was discussed by the Committee and, 
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in the light of certain suggestions made by members of the 
Committee, was referred back to the Subcommittee for re- 
drafting. 


Remuneration of Full-time Medically Qualified 
University Teachers and Research Workers 


Dr. I. RANNiE said that the Full-time Non-professorial 
Medical Teachers and Research Workers Group Committee 
appreciated the support which the Committee had, in the 
main, given to the Group’s report relating to the remunera- 
tion of full-time medically qualified university teachers and 
research workers. The point of difference concerned the 
recommendation that there should be equality of remuner- 
ation between clinical and preclinical teachers and research 
workers. The Group felt that the basic salary scale of pre- 
clinical teachers should be equated to that of clinical teachers 
and consultants in order to attract recruits of sufficiently 
good calibre to ensure that the teaching of medical students 
was in good hands. That was, of course, without the extra 
which the consultant could obtain from domiciliary visits 
and so on. 

At the meeting of Council on December 18, 1957, that 
section of the Committee’s report was referred back for re- 
consideration, and Dr. Rannie felt that it might be a good 
thing in future when a controversial document was being 
submitted for someone to be available to the Council for 
consultation and to answer questions. 

Mr. J. R. NicHOLSON-LaILey said that when he put for- 
ward to the Council that there should be some differentiation 
between clinical and preclinical teachers Council objected, 
stating that a doctor engaged in whatever branch of medicine 
should be remunerated as a doctor. 

Professor H. W. Ropcers said that the distinction award 
in Northern Ireland applied on the same basis to preclinical 
teachers as to clinical teachers, and that seemed to be the 
crux of the matter. It was difficult to see any argument 
on a national basis for not paying the department of 
anatomy and physiology on the same basis as the remainder 
of medicine. 

Professor CLOAKE said he was still uneasy about the 
proposition, although he realized that there were other 
aspects of the matter. “I should be only too glad to agree 
to remuneration on the same basis for the preclinical as for 
the clinical teacher.” he added, “ but is it just?” The 
preclinical professor had university terms to serve, with 
set hours of work and no night work. He had a different 
kind of life altogether, which, to certain types, offered a very 
strong appeal. It was difficult to know what would be done 
to set off against that the senior whole-time clinician who 
had responsibilities which he could not avoid, and who had 
to attend to them for 46 weeks in each year, seven days a 
week. 

Dr. E. Beresrorp Davies said it would not appear to be 
just that the financial reward should be the same in both 
cases, particularly as there were so many other rewards in 
university life. 

Dr. A. SANGSTER suggested that if the real purpose behind 
the Group Committee's proposal was to ensure that medical 
students were given the best possible training by highly 
qualified teachers attracted by adequate remuneration, the 
Committee could hardly afford to argue about who was 
called out at night and who was not. 

Dr. RANNIE said that the Group Committee was asking for 
equality of basic salary. The Universities Grants Committee 
provided the money, and there was no indication that the 
Grants Committee could bring pressure to bear on any 
university to implement any scale suggested by anyone. 

Dr. H. G. H. Ricuarps moved that the Committee adhere 
to its previous resolution and ask the Secretariat to elaborate 
the reasons further to Council. 


Secretarial Staffing in Hospital Appointments 
The Committee approved a resolution from the South- 
western Regional Consultants and Specialists Committee 
which called for strong representations to be made to the 
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Ministry that urgent consideration should be given to the 
qualifications, remuneration, and career structure of those 
employed on clerical duties on the medical side of the 
hospital service, in view of the fact that no reference had 
been made to that branch of the clerical services in the 
Noel Hail Report. 


Claim for Increased Mileage Allowance 


It wes reported that the Industrial Court had decided 
that it was unable to accept the contention of the Manage- 
ment Side that the basis of a mileage allowance agreement 
at present under negotiation for the Civil Service, the con- 
tents of which were unknown to the court, must necessarily 
be appropriate for application to the Health Service. The 
court found and so awarded that the negotiation of any new 
mileage allowance agreement for the Health Service should 
be deferred until the proposed new agreement for the 
Civil Service had been finalized, and should then, without 
prejudice to the question of the date of operation, be 
resumed in the light of the Civil Service agreement and all 
relevant circumstances then appertaining. 

The meeting ended at 5.15 p.m. 


CAR PARKING IN LONDON 


The Metropolitan Police Office has offered through the 
B.M.A. the following advice to doctors practising in Central 
London. When a car is left parked on the highway it 
would help the police if a small notice could be displayed 
indicating where the driver can be found. It is suggested 
that a card approximately 3 inches by 3 inches should be 
fixed on the inside of the windscreen close to the road-fund 
licence, bearing a statement of the following kind : “ Dr.— 
is at present at No.-, —Street.” 

When a combination of traffic difficulties and urgency 
causes a doctor to park in an unorthodox way, such a 
procedure will enable the police to contact him should it be 
thought necessary to move his car. The Metropolitan Police 
Office hopes that in this way it will be possible to avoid a 
recurrence of those cases where the police have had to 
remove doctors’ cars the drivers of which could not be 
identified or located. It stresses, however, that when a car 
is parked in a particularly obstructive or dangerous 
position—as, for example, on a pedestrian crossing—the 
police may well be obliged to remove it without waiting to 
refer to the driver. 


Scottish News 


PUBLIC HEALTH MEDICAL OFFICERS 


CAR AND SUBSISTENCE ALLOWANCES 


A difference of opinion between the Staff and Management 
Sides of Committee C of the Medical Whitley Council on 
the appropriate rates of car allowances for public health 
medical officers in Scotland was referred to the Industrial 
Court for arbitration towards the end of 1957. The Staff 
Side claimed that the rates of car allowances for Scottish 
public health medical officers should be the same as those 
agreed in Committee C for medical officers in England and 
Wales. The Management Side took the view that the 
Scottish rates should be those adopted by agreement in the 
Joint Negotiating Committee for other chief officers of 
Scottish Local Authorities. The award of the court 
(No. 2673) is in favour of the submission of the Management 
Side. The award includes a “ no detriment clause ” which 
gives a medical officer the right to retain, while he con- 
tinues in his present position, a car allowance more favour- 
able than that which he would receive under the award. 
Having regard to the award of the court on car allowances, 
the Staff Side has agreed that the provisions for subsistence 
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allowances applicable to other chief officers of Scottish 
local authorities should also be applied to public health 
medical officers in that country. In so doing the Staff Side 
has made it clear that its agreement is without prejudice to 
the principle that public health doctors in Scotland should 
have conditions of service no less favourable than those 
agreed in England and Wales. 

The award of the court on car allowances and the agree- 
ment of Committee C on subsistence allowances have been 
promulgated to all local authorities in Scotland in M.D.C. 
Circular No. 39, dated February 6, 1958. 


Correction.—The fee for doctors performing post-mortem ex- 
aminations in Scotland is £4 4s., not £5 Ss. as reported in “* News 
in Brief * (Supplement, February 8, p. 62). The fee for any sub- 
sequent examination on the same day is £3 3s., as stated. 


Correspondence 


Beyond the Limit 


Sir,—It will, 1 believe, add to the value and interest of 
your annotation “ Beyond the Limit ” (VJournal, February 8, 
p. 332) if I append some explanatory notes written from 
the standpoint of the Board of Governors of the United 
Oxford Hospitals. 

As the Auditor-General’s report draws attention to the 
wide disparity between original and present estimates for 
the Radcliffe development scheme, it is important to ask 
whether like is being compared with like. The original 
estimate, based on the work of a joint committee of the 
Board and the University, was intended to provide guiding 
figures for the first stage of the redevelopment of the In- 
firmary to meet the needs of the new Oxford Clinical 
Medical School. The scheme, though it was not drawn up 
in haste, was estimated only in terms of normal hospital 
building costs: it expressly excluded the additional expense 
involved in equipment, engineering and mains services, and 
professional fees. It was put forward primarily for joint 
discussion between the Board, the University, and the 
Ministry. It was for this purpose accepted by the Board. 

Though the scheme now estimated at over £1 million 
was based on this limited foundation, it had to be widely 
expanded to meet the urgent requests put forward by the 
University at the end of October, 1954, when the joint 
committee’s report was considered. These requests arose 
directly out of two professorial appointments, one just 
made, the other in prospect. When the Board's representa- 
tives stated that the expanded programme could not be 
executed within the time asked for, and would exceed any 
known financial provision, a direct approach was made by 
the University to the Ministry, which most helpfully under- 
took to facilitate progress by departing from normal build- 
ing procedure, thus enabling detail, with resulting revisions 
of estimates, to be written into the planning of buildings 
while they were in course of erection. As a result, three 
new and fully equipped departments have been built in 
well under three years : one has already been in use for 
some time, two more are now due to open, The additional 
cost involved has arisen mainly from equipment and ser- 
vices which were not in the original estimate and could not 
have been. These have been submitted stage by stage for 
Ministry sanction, which has been given, though occasion- 
ally anticipated when the only alternative was to bring work 
on the site to a standstill. Like all the rest of the scheme, 
they relate wholly to University requirements, 

This accelerated procedure was brought to an end in 
August, 1956, when the Board, not without a natural sense 
of relief, received instructions to revert to the Ministry's 
normal building rules. These rules apply to those parts 
amounting to nearly half—of the scheme which provide an 
x-ray department, laboratories for pathology, biochemistry, 
anaesthetics, accommodation for residents, a new canteen, 
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and a telephone exchange. These buildings are now priced 
at some £200,000 more than had been attached to such 
counterpart as they had had in the original scheme, in which, 
in fact, some of them did not appear at all; but they have 
been dealt with under the ordinary procedure and controls 
and now await Ministry approval. The only slip that was 
made when normal rules were reverted to was that a minor 
additional contract for the extension of mains services was 
placed after the Ministry’s instructions had been sent out, 
but over an interval of a few days had not been seen by 
the official concerned. 

The main lesson which emerges from these transactions 
would seem to be that schemes for facilitating medical 
education and research which boards of governors submit 
for the Ministry’s approval should reflect not only a 
maturely considered University policy but also the agreed 
results of joint discussion thereoa. Emergency conditions 
in Oxford three years ago may for a while and in some 
measure have ruled such a procedure out. The resulting 
difficulties, however, can hardly be regarded as having pro- 
vided a valid test of the normal system of control, and 
there seems no reason why that system, to which nearly 
half the £1 million programme is subject, and which of 
course will apply to every subsequent stage of planning, 
should not work out satisfactorily in Oxford, or indeed 
anywhere else.—I am, etc., 

Oxford. Davip Linpsay KEIR. 


B.M.A.’s_ Evidence 


Sir,—In general the profession will no doubt be grateful 
to its representatives for their efforts on its behalf in giving 
evidence before the Royal Commission. However, it must 
be apparent—and indeed it may be inevitable—that some of 
the views expressed by particular individuals do not represent 
the general feelings of the profession. Dr. A. H. Douth- 
waite’s admirable letter (Supplement, February 1, p. 48) is, 
for example, surely more in keeping with the general view 
than the statements of Lord Moran to which it refers. 

Similarly, I seriously question Dr. Wand’s view of the 
connexion between the size of a doctor's list and his ability 
(Supplement, February 1, p. 41). I fail to see any but a 
remote connexion. Surely the number of patients on a 
doctor's list depends more than anything upon local con- 
ditions, geography, the movements of population, and upon 
such things as succession, deaths, and retirements in the 
profession. In any case, patients are (remarkably) loyal, and 
common experience is that it is only “ difficult” patients 
who change their doctors unless the circumstances are ex- 
ceptional. But if all these factors are ignored (which is 
ridiculous) it still remains very doubtful what relation the 
ability to attract patients has to clinical ability. If Dr. Wand 
had said. “ The bigger the list, the more work there was to 
do and therefore the greater the reward should be,” that at 
least would have made some serse—but a very large list is 
for many impractical, unattainable, or perhaps distasteful. 

It seems to be generally agreed that there is no easy way 
to assess the ability of a general practitioner. Higher quali- 
fications do not necessarily imply merit in general practice. 
if an academic hurdle is to be of any value it must be in 
the art of general practice as such. The construction and 
maintenance of such a new hurdle would present formidable 
problems. 

But, having agreed that ability as such cannot be measured, 
it might still be possible to reward such criteria as can be 
assessed. Thus, if a practitioner can show that (1) he has 
a list of more than 1,000 and fewer than 2.500 patients 
(according to local circumstances); (2) he has surgery 
premises and equipment of a high standard: (3) he has 
10 years’ experience as a principal ; (4) he has the equipment 
and facilities for doing minor surgery and investigations 
necessary for his practice (or has access to such facilities at 
a near-by hospital) ; (5) he has the necessary ancillary and 
secretarial assistance ; (6) he is making some effort to con- 
tinue his education by postgraduate study or by other 
means; (7) he is prepared to accept medical students for 
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training; etc.—then surely he has something which is 
meritorious and which can be assessed. It would not prove 
ability, but it would at least encourage it, if such criteria 
were used as a basis for some additional reward. More- 
over, unlike the very large list, such a prize would be within 
the reach of all. 

But, Sir, one cannot escape the impression that our 
representatives are unreceptive to any new ideas aimed at 
improving the National Health Service. May I finish, there- 
fore, by joining Dr. E. C. Warner (Supplement, January 25, 
p. 37) in asking why we have still heard nothing of the 
promised comprehensive review of the N.H.S.?—I am, etc., 
E. O. Evans. 


Stratford-on-Avon. 


Smr,—I should like to congratulate the B.M.A. repre- 
sentatives who submitted evidence to the Royal Commission 
(Supplement, February 1, p. 39) on their clear and energetic 
presentation of our case. It is distressing, however, to 
notice such a contrast between the extremely able leadership 
at the centre and the undeniable lack of loyalty at the peri- 
phery. 

The freedom existing in our organization, and our lack 
of sanctions against disloyal members, are a source of justi- 
fiable pride, but also a source of weakness. Few of us now 
need to be reminded that this freedom may be abused (and 
thus jeopardized) by a minority, who invoke it to obtain the 
benefits of association without incurring the responsibilities 
which association entails. It was confidence in the existence 
of such a vocal minority which encouraged the Government 
to disregard its obligations to the profession, and hamstrung 
our executive in its efforts to enforce the agreements. Ironi- 
cally, those who were loudest in their criticism of our execu- 
tive, and most assiduous in drawing invidious comparisons 
with trade union leaders, were frequently the very people 
who, in refusing to support the majority opinion, weakened 
the unity of the B.M.A. in a manner which would not have 
been tolerated by the unions whose leadership they professed 
to admire. 

Let us hope that, even at this late hour, unity may be 
achieved and the scantily appreciated efforts of our executive 
may receive the united support which aione will bring results. 
—I am, etc., 

Newcastle upon Tyne. JAMES M. FINNERTY. 

Sir,—I was present at the public hearing of the Associa- 
tion’s oral evidence to the Royal Commission on January 23. 
Being but a member of the public, I was unable to protest 
at Dr. Wand’s evidence, but, seeing it now recorded in print 
(Supplement, February 1, p. 41), I must demur. 

A doctor’s ability can certainly not be assessed by the 
number of patients upon his list. To suggest that the 
employment of an assistant allows a still greater so-called 
spread of the doctor’s ability is absurd if the assistant is 
seeing any patients at all. Many examples could be given 
of doctors near here, and in the country, with lists of from 
50 to 800, who give a far higher standard of care than any- 
thing envisaged by the Association’s spokesman. The ability 
to have large numbers of patients or not on the list so often 
depends on geography, whether the area is open or closed, 
and so on. It is the fault of the present system that en- 
courages large lists and a low expense ratio. 

I was astonished at the inability of our spokesmen to see 
that the introduction of an expenses pool, as suggested by 
the Medical Practitioners Union, was so essential. In 
London the Civil Service already agrees to a “London 
weighting.” In the country a suitable freehold practice 
house could be obtained for perhaps £5,000, complete with 
garage. Here in London, surgery rent and rates may be 
£600 or £700 a year. We do not expect the Ministry to 


provide us with Bentley cars, but only some, or perhaps all, 
of those expenses we have agreed upon with the tax authori- 
ties after the usual acrimonious haggling so characteristic 
of this body. 

We would have a better chance of obtaining proper 
remuneration if this was made dependent upon our bringing 
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the maximum number of patients down to 2,500 and 
ensuring that a higher standard of care was provided.—I am, 
etc., 


London, W.2. P. F. KENNISH. 


The Professional Ladder 


Sir,—On reading the Supplement recently I have had that 
same old feeling I used to get on discovering that the 
examiners were not all old fools, and had actually thought 
of one or two I had not got the answers to. By the time 
I had finished reading the letters, 1 began to wonder whether 
we had a dispute with the Government or poor Lord Moran. 
Most people agree, including His Lordship, that what was 
said was not said as skilfully or tactfully as it should have 
been ; the case was overstated and thus misinterpreted. But 
I am surprised to see so distinguished a gentleman as Dr. 
A. H. Douthwaite (Supplement, February 1, p. 48) prove so 
intolerant of human frailty. After all, Lord Moran is not 
the first eminent physician to be trapped into speaking his 
mind—but speaking it too dogmatically—under circum- 
stances of inquiry and challenge. But I doubt whether any 
great service is done to our cause by placing the worst rather 
than the best possible interpretation on what has been said. 
Lord Moran’s point was more fruitfully made during the 
B.M.A. evidence (p. 39), in recording that the age at which 
full financial and professional status is attained tends to be 
greater in the hospital than in the practitioner service : and 
this must be one of the factors considered in fixing relative 
ultimate remuneration. But as for “ the ladder,” aren’t we 
all being just a little bit over-sensitive and self-righteous ?_ I 
do not know what it was that many of my friends fell off 
during the last ten years, but fall they did, and seldom with- 
out temporary injury. We have been led to believe that a 
considerable majority of the doctors who seriously set out 
to specialize never reach consultant status ; maybe that’s just 
a story, but if it’s true what happens to them? Some 
emigrate (yes, yes. I know that some doctors are probably 
“vocated ” to emigration from the outset). Some that fall 
from the ladder? of general surgery and medicine take up 
“minor specialties” such as pathology. radiology, and 
anaesthetics (it’s all right, don’t write to The Times, 'm an 
anaesthetist myself, and proud of it). And some (please print 
this in very small letters) go into (Sh! somebody might be 
listening) general practice. I’ve heard it said that in Dr. 
Douthwaite’s day a man could linger profitably (not financi- 
ally) on the lower and middle rungs and step off voluntarily 
into general practice. and actually be considered a better 
doctor for the lingering; sometimes he could even step 
back on and reach the topmost rung of all. Maybe this is 
just another story, but, if it’s true, perhaps both the hospital 
service and general practice are the poorer, through inability 
to manipulate the ladder with intelligence and foresight. But 
then, how can we begin to discuss ways of manipulating 
something which we must at all costs pretend does not even 
exist ? 

But I do not only feel sympathy for Lord Moran : I pity 
the Royal Commission. “ Divorce medicine from politics!” 
we scream, bombarding the Commission with a welter of 
medico-political irrelevancies. Did anybody actually tell 
them that what we all really want is a bit more money for a 
start, because things are getting pretty tough ; and if that’s 
quite impossible, we must at least have some sort of guaran- 
tee that things aren't going to get progressively tougher 
indefinitely ? We might also have pointed out that, whereas 
comparison with earnings in other professions might have 
some practical bearing on medical recruitment in the future, 
the more pressing need was to compare our social and 
financial status with that of the medical profession in other 
English-speaking countries. For as the State contributes 
more and more to the cost of training doctors, so it becomes 
less and less desirable that those very costly, highly trained 
end-products should be lured away to serve another com- 
munity which is apparently able to reward them much more 
generously. Unless, of course, we want to make State grants 
conditional upon subsequent permanent State service. 
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We might even have suggested that our whole present 
framework is so precarious that the withdrawal of all 
Commonwealth and foreign labour from the middle rungs 
of the non-existent ladder might bring about collapse of the 
peripheral middle rungs, and a large part of the Health 
Service might come tumbling about our over-sensitive ears. 
We might even have to contemplate the degrading spectacle 
of purely vocational general practitioners doing the menial 
jobs that are now done by foreign registrars, under the—er— 
direction—er, no-—-supervision—er—well, shoulder to 
shoulder with their consultant colleagues. I will be happy to 
give evidence before the Royal Commission any Thursday 
afternoon.—I am, etc., 


Chislehurst, Kent. MICHAEL P. CopLans. 


Sir,—It is with regret that I have read of the feelings 
and acerbity that have developed over the remarks of Lord 
Moran, although I must admit that he certainly made a gaffe 
when he referred to specialists being superior. 

No one would deny that the specialist in his specialty is 
superior, nor would anyone deny that the general practitioner 
in his generality is superior. In that event, neither branch 
is superior to one or the other. They are quite clearly com- 
plementary in their standing and in their work for the 
benefit of suffering humanity.—I am, etc., 

Liverpool, 7. HuGH W. ForsHAw. 


Sir.—Abuse is only a schoolboy form of argument, and 
I have been distressed at the tone of some of the letters 
commenting on Lord Moran’s evidence before the Royal 
Commission. I share the view which has been generally 
expressed that he is wrong, but I have always respected his 
courage in voicing an unpopular conviction and I have the 
greatest gratitude to him as a teacher of medicine, where 
he was second to none. 

He may well be correct when he says that many other 
deans believe with him that a position as a consultant is 
the field marshal’s baton in every medical student’s knap- 
sack. How could it be otherwise when that has been the 
aim of these men from their earliest student years, and 
when they are the ones who have achieved it? And is it 
not natural that they should pass on this belief to their 
students in teaching hospitals ? What other evidence have 
the students, and, for that matter, the general public ? 

Where Lord Moran and his deans are so wrong is their 
assumption that a consultant post in a teaching hospital is 
the be-all and end-all of everybody: on the contrary, some 
of us who are now general practitioners chose never to 
attempt the ladder, although we appeared to have as good 
a chance as some who have climbed it. I for one have 
never regretted my choice of what I regarded as the fuller 
life, dealing with sick people and their families rather than 
with “cases.” But I refuse to believe I am a failure in 
my profession. 

It is doctors who think like myself who founded the 
College of General Practitioners. One of our main objects 
is the education of undergraduates in what general practice 
is and can be, so as to give them an early opportunity of 
seeing both varieties of medicine ; and of judging for them- 
selves whether they will choose practice outside or inside 
the hospital. One London hospital has recently appointed 
a fine doctor to its staff as adviser in general practice. Both 
the students and their teachers will now have a chance of 
seeing one of Lord Moran's “ slippers-off-the-ladder ” and 
of comparing him and all he represents with those who have 
climbed it. It is the first step towards the two branches 
working harmoniously together, and of respecting the other's 
particular skill in the particular branch of medicine he has 
chosen.—I am, ete., 

Gt. Dunmow, Essex GEOFFREY BARBER. 

Sir, I hope I shall not be considered churlish when I say 
lam not impressed by Lord Moran's apologia (Supplement, 
January 25, p. 36). Nevertheless, | agree that there should 
be a consultant ladder and that most flights of consultant 
rank should carry higher pay than G.P. rank. 


Having said that, it should be remembered that prior to 
1948 there was a G.P. ladder where merit brought its own 
reward, which incidentally also applied to consultant prac- 
tice. This reward was obtained mainly through the medium 
of private practice and was in part compounded of various 
factors—place of practice, personality, the possession of 
higher degrees and voluntary postgraduate experience—i.e., 
a willingness to take unpaid or lowly paid house jobs. At 
the same time, on the other side of the picture, practice in 
industrial areas was grossly underpaid by virtue of a paltry 
capitation fee for National Health Insurance patients, bad 
debts, etc., and there was need for reform there. 

With the inception of the N.H.S. and the availability of 
the G.P. services to 100% of the public all G.P.s were put 
on the same basis, whether young or old, inexperienced or 
experienced, highly qualified or with the lowest diploma, 
whether dealing with labourers or business executives with 
their special time-consuming problems of illness—namely, 
a flat-rate capitation payment. This was a system probably 
suitable for a mining community—e.g., the Tredegar Medical 
Aid Society—but our B.M.A. leaders at the time saw the 
fallacy of the system when applied to the whole community. 
I know that many of the rank and file of the B.M.A. could 
not see beyond their noses in this matter at the time (though 
they have now learnt the hard way), but, be that as it may, 
our G.P. ladder was finally pulled away and memories are 
not short enough to forget the part Lord Moran played in 
that capitulation. 

Now award in general practice is mainly obtained by the 
building up of large lists, and; while such lists may often 
fairly be acquired by the factors I have earlier mentioned, 
other factors play their part, such as ease of certification, 
readiness to acquiesce in patients’ prescription demands, and 
reference of patients to hospital for trivial complaints. I 
cannot help remembering the efforts of that delightful per- 
sonality, the late Lord Horder, who tried to do something 
practical to ensure that good general practice should be 
recognized. There can be no question that general practice 
has suffered far more from the loss of private practice than 
has consultant practice. If Lord Moran has the ear of 
Cabinet Ministers he should try to persuade them that 
drugs should be allowed for private patients. That might 
help in a small way to set up our ladder again and atone 
for his unfortunate remarks.—I am, etc., 


Malvern. G. JAMIESON MEIKLE. 


*.* This correspondence is now closed.—Epb., B.M.J. 


Reform of the Health Service 


Sir,—A few suggestions for trying to elevate the general 
practice of medicine out of the unsatisfactory and bankrupt 
state that it is in: (1) Permit those drugs appearing in the 
National Formulary free to all; let all other preparations 
be paid for by the patient in full. I think this would save 
quite a lot of money, and would remove the anomaly of 
private patients having no rights upon drugs even though 
they be heavy taxpayers. (2) Permit a small fee to the 
doctor (on the lines of the antidiphtheria injections) for all 
injections undertaken by him, against a signature by the 
patient. This might reduce the work of the district nurses 
and probably would improve the popularity of intramuscular 
penicillin as against the more expensive antibiotics. It would 
probably prove a remarkably economic move. (3) Permit 
a small fee for certain items of service, so that much of the 
work at present cluttering up hospital out-patient depart- 
ments, and which is properly within the province of a com- 
petent G.P. (such as haemoglobin estimations, varicose vein 
injection, circumcision), would remain as such, for the very 
simple reason that it would be profitable so to do, where 
the converse is true just now. (4) Load the capitation rate 
concerning the old folk—say, a double capitation for those 
aged 65 and over. These geriatric cases are the toughest in 
practice. A streamlined practice pruned of the elderly may 


well be held even with a list of 3,500. This simply is not 
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true where the list contains a large proportion of the elderly. 
Make it profitable, therefore, to care for these patients and 
a bit less profitable to concentrate on the young and fit, as 
it is at present.—I am, etc., 

Hayes, Middlesex T. RUSSELL. 


Remuneration Claim 


Sir,—I have no wish and certainly not the knowledge to 
comment on the justice of the general practitioners’ pay 


claim. Three points, however, have not been sufficiently 
emphasized: (1) General practitioners can have private 
patients, and they are allowed expense allowances. From 


the financial point of view they thus score heavily over 
those holding full-time university appointments. The latter, 
particularly when engaged in clinical work, are expected to 
have cars, to belong to learned societies, to be on the tele- 
phone, etc., and are not allowed any expenses whatever. 
Even the subscription to a protection society (a compulsory 
condition of employment) is denied them as a reasonable 


expense. (2) The present level of taxation in England takes 
much of the attraction away from any increase in gross 
income excent for those in the lowest income groups. 


(3) However desirable it may be to convince the Minister of 
Health of the justice of any claim, it is the Chancellor of 
the Exchequer who holds the whip hand, and the inflationary 
effect of salary increases was commented on by Dr. R. W. 
Cockshut (Supplement, February 1, p. 49). 

Surely it would be better to try to persuade the Treasury 
and, through the Treasury, the Inland Revenue to grant more 
generous allowances to dociors of all kinds rather than to 
seek increases in gross salaries. As far as whole-time 
employees are concerned, the Royal Commission on Taxa- 
tion has already suggested a more generous attitude to those 
penalized by Schedule E. A diversion to the medical profes- 
sion of a small fraction of the generosity so lavishly shown 
by the Inland Revenue to company directors might well 
solve the problem, and have the added advantage of costing 


the Government little or nothing.—I am, etc., 
London, S.W.3 D. H. MACKENZIE. 
Association Notices 
Diary of Central Meetings 
FEBRUARY 

18 Tues Estates Committee, 2 p.m. 

19 Wed Council, 10 a.m 

20 Thurs. G.M.S. Committee. 10.30 a.m. 

20 Thurs. Psychological Medicine Group Committee, 2 p.m. 

20 Thurs. Overseas Service Subcommittee, 3.30 p.m 

21. «SOF ri. Staff Side, Committee C, Medical Whitley Coun- 
cil and Public Health Committee, joint meeting. 
11.30 a.m., followed by meeting of Public 
Health Committee 

26 Wed. Occupational Health Committee, 2 p.m 

26 Wed. Conveners of Panels for Consideration of 
S.H.M.O.s’ Work, 2.30 p.m 

27 Thurs. Central Consultants and Specialists Executive 
Committee, 10 a.m 

27 Thurs. Organization Committee, 2 p.m. 

28 «Fri. — ants and Young Practitioners Subcommittee, 

p.m 

28 Consulting Pathologists Group Commit‘ec 

2.30 p.m 


Branch and Division Meetings to be Held 


AserystwytH Division.—At Lion Hotel, Machynlleth, Satur- 


day, February 22, 7.30 p.m., dinner-meeting. Lecture by Mr 
R. L. Rees: “Facts and Fiction in Orthopaedics.” Wives of 
members, and guests, are invited 


BarRnsLey Division 
February 20, 8 p.m 
BIRMINGHAM DIvIsion 


At Beckett Hospital, Barnsley, Thursday, 
clinical evening 
At 36, Harborne Road. Birmingham, 


Tuesdav, February 18, 8.30 p.m.. meeting. Lecture by Professor 
H. C. McLaren: “ The Early Diagnosis of Cancer.” 
Braprorp Diviston.—At Medical Societies’ Room, Bradford 


18, 8.15 p.m., meeting in 


Sym- 


Royal Infirmary, Tuesday, February 


conjunction with Bradford Medico-Chirurgical Society 
posium : 


“ Hypertension.” 


Hotel Leofric, 
Address by 


Coventry Division.—At Grosvenor Room, 
Tuesday, February 18, 8 p.m., supper meeting. 
Professor W. Melville Arnott: “* Respiratory Failure.” 

DartForRD Dtviston.—At Nurses’ Lecture Room, West Hill 
Hospital, Wednesday, February 19, 8.45 p.m., meeting. Three 
films: (1) Respiratory and Cardiac Arrest; (2) Blood Transfu- 
sion; (3) Cardiac Arrythmias. 

Furness Diviston.—At Old Mill Café, Bardsea, Thursday, 
February 20, 8 p.m. to 1 a.m., supper dance. 

Grimssy Diviston.—At Board Room, Grimsby General Hos- 
pital, Tuesday, February 18, 8.30 p.m., meeting. Lecture by 
Professor R. E. Tunbridge: “ The Riemmedie Disorders.” Ail 
medical practitioners in the area of the Division are invited. 

GUvuILDForRD Diviston.—At Board Room, Royal Surrey County 
Hospital, Thursday, February 20, 8.30 p.m., meeting. Dr. H. A. 
Burt: Cortisone.” 

HarkOGATE Division.—At Majestic Hotel, Harrogate, Wednes- 
day, February 19, 8.30 p.m., meeting. B.M.A. Lecture by Dr. 
Richard Asher: “ Medical Uses of Hypnosis.” 

LAMBETH AND SOUTHWARK Diviston.—At Lecture Theatre, 
Nurses’ Home, Lambeth Hospital, Brook Drive, Kennington 
Road, S.E., Tuesday, February 18, 8.15 p.m., meeting. Film 
show, followed by discussion. 

MACCLESFIELD AND East CuHesuire Diviston.—At Cheadle 
Royal Hospital, Wednesday, February 19. 8 p.m., assembly: 
8.15 p.m., buffet, followed by address by Dr. A. Morgan Jones: 
* The Present Position of Surgery in Cardiac Disease.” 

Mip-Herts Division.—Joint meeting with Hill End Hospital 
Medical Society at Hill End Hospital, St. Albans, Thursday, Feb- 
ruary 20, 8.45 p.m. Sir Paul Mallinson: “ Psychiatric Aspects of 
the Health Service.” 

NortH MIpDLESEX Diviston.—At Committee 
Middlesex Hospital, Silver Street, N., Tuesday, February 18, 
8.30 for 8.45 p.m., meeting. Mr. A. Lawrence Abel: “ Cancer 
of the Breast” (illustrated). Members of Enfield and Potters 
Bar Division and medical guests are invited. 

OLpHAM Drviston.—At Albion Club, Queen Street, Oldham, 
Monday, February 17, 9 p.m., meeting. Dr. A. H. C. Walker: 
“ Antenatal Care.” 

PADDINGTON Division.—At Board Room, St. Mary’ s Hospital, 
Paddington, W., Thursday, February 20, 8.45 p.m., meeting. 
B.M.A. Lecture by Dr, Paul Wood: “ Mitral Valve Disease.” 
Members of neighbouring Divisions are invited. 

READING Diviston.—At Library, Royal Berkshire Hospital, 
Reading, Thursday, February 20, 8.30 p.m., meeting. Lecture by 
Dr. J. J. Kempton: “ Family Doctor and the Paediatric Depart- 
ment.” 

RicHMoOND Drvision.—At Reception Room, Watney’s Brewery, 
Mortlake Green, Friday, February 21, 9 p.m., film show. 
(1) Motion Picturés in Medical Education; (2) How to Catch 


Room, North 


Cold; (3) The Medical Witness. 
ScarBorouGH Division.—At Board Room, Scarborough Hos- 
pital. Thursday, February 20, 8.30 p.m., meeting. Lecture by 


“An Explanation of Eczema.” 
At Conference Room, Civic Centre, 
0 p.m., general meet- 


Dr. H. R. Vickers: 
SOUTHAMPTON DIVISION. 
Southampton, Wednesday. February 19, 8.3 


ing. Address by Mr. P. Wilson: “ Sneezes, Snuff, and 
Smoking.” 

SouTH Drviston.—At General Hospital. South 
Shields, Wednesday, February 19, 8.30 p.m.. film evening. 


Langland, Thursday, 


Swansea Drvision.—At Osborne Hotel, 
Address by Pro- 


February 20, 7.30 for 8 p.m., dinner lecture. 
fessor H. A. Harris: “ The Art of Living.” 


West Mripoiesex Drvistion.—At Paul's Restaurant, New 
Proadway, Ealing. W., Thursday, February 2). 8.30 p.m., meet- 
ing. B.M.A. Lecture by Dr. J. A. Gorsky: “ Social and Legal 


spects of the Welfare State, with Particular Reference to the 
Medical Profession.” Members of adjoining Divisions, and 
members of the British Dental Association, and their wives are 
welcome. 

West Sussex Drvision.--At King Edward VII Sanatorium, 
Midhurst, Wednesday, February 19, 6.30 p.m., clinical meeting. 
D-. K. M. Hume: “Problems in the Treatment of Chronic 
Rronchitis and Asthma and Allied Conditions and the Use of 
Resniratory Physiology in General.” 

WiGcan Drviston.—At Lewis’s Restaurant, Wallgate. Wigan, 
Thursday, February 20. Dr. Henry T. Howat: “ The Manage- 
ment of the Jaudiced Patient.” Preceded by buffet supper at 
8.30 p.m. 

WINCHESTER DIVISION. 
County Hospital, Winchester. 
joint meeting with E.C.1 Club. 
Nash: Therapeutic Hazards,” 
questions. 


At Board Room, Royal Hampshire 
Friday, February 21. 8.30 p.m., 
Address by Mr. D. F. Ellison 
followed by discussion and 


The Glasgow Division of the B.M.A. held its first cocktail 
party on December 21, 1957, and entertained about 200 members 
and guests in the Hall of the Royal Faculty of Physicians and Sur- 
geons, Glasgow. Dr. J. S. McLaren Orn, chairman of the Divi- 
sion, in a short speech of welcome emphasized the need for the 
Association to organize social functions of this kind in addition 
to the usual medico-political and clinical meetings. 


